SUMMARY In a patient who presented with subacute Wernicke's encephalopathy the underlying gastric lesion was found to be due to syphilis.
Introduction
Syphilis of the stomach was first described by Andrall in 1834, and in the following decades several case reports were published. By the early twentieth century, however, it had become very uncommon. Morton2 reported that he found 314 cases of generalised syphilis in a necropsy series of 4880, but only one case had syphilis of the stomach. The incidence has declined further and there have been only occasional reports up to 1960,3-6 and even fewer over the past 20 years.7 8 Nevertheless, the condition still exists, as shown by this report of a patient who presented with subacute Wernicke's encephalopathy associated with anorexia and vomiting due to syphilitic inflammation and constriction of the stomach.
Case report CLINICAL HISTORY In July 1979 a 60-year-old man presented with a sixmonth history of double vision, tremor affecting the arms and legs, confusion, and deterioration in recent memory. He also complained of anorexia, nausea, frequent episodes of vomiting, and loss of 18 kg in weight. He drank no alcohol. He was a thin illlooking man; his pulse rate was 100 beats/minute; his blood pressure was 160/70 mm Hg, and he had a short dilastolic murmur of aortic incompetence. The chest was clear and the abdomen was lean and not tender. He had poor memory for recent events and a coarse tremor of the hands and legs. There was no nystagmus and extraocular movements were full, but he could not walk in a tandem fashion.
DIAGNOSTIC AND LABORATORY TESTS
Chest radiographs showed an unfolded aorta and enlarged heart; an electrocardiograph was diagnostic of left bundle branch block. An electroencephalograph showed a mild excess of slow-wave activity; slight cerebral atrophy was seen on the computerised axial tomograph. All reaginic and specific blood tests for syphilis gave In retrospect the histological findings in this case were quite compatible with the diagnosis of gastric syphilis, since the histological appearances in this condition are non-specific and there is no pathognomonic feature. The inflammatory cell infiltrate occurs predominantly in the submucosa with striking proliferative endarteritis and panphlebitis. Nodular gumma-like lesions may occur, but usually the involvement is diffuse producing swelling and thickening of the stomach wall.
This case illustrates the fact that even in the 1980s syphilis still deserves respect as the "great imitator."
